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Abstract: During the novel coronavirus (COVID-19) pandemic, physical activity (PA) behav-
iors were altered worldwide due to public health measures such as “lockdown.” This study
described PA among adults residing in 11 countries during COVID-19 lockdown and examined
factors associated with PA engagement. We conducted a cross-sectional anonymous survey
among adults (≥18 years old) in 11 countries (Brazil, Bulgaria, China, India, Ireland, Malaysia,
North Macedonia, Singapore, Spain, Turkey, United States). Of 11,775 participants, 63.7% were
female and 52.8% were 18–34 years old. More than 40% of participants were insufficiently
active (43.9%) and reported a decrease in their PA during lockdown (44.8%). Statistically signif-
icant differences were observed in (1) proportions of participants being insufficiently active,
(2) level of PA, and (3) decrease in PA across the 11 countries. More stringent governmental
policy responses were associated with greater likelihood of being insufficiently active during
lockdown (adjusted odds ratio = 1.22, 95% confidence interval = 1.03, 1.45). Higher depres-
sion or anxiety scores were associated with greater likelihood of decreased level of PA during
lockdown.We found substantial reductions in PA levels during COVID-19 lockdown across
countries. Country-specific PA promotion interventions are needed during this and similar
global emergencies.
Int. J. Environ. Res. Public Health 2021, 18, 7056. https://doi.org/10.3390/ijerph18137056 https://www.mdpi.com/journal/ijerph
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1. Introduction
The novel coronavirus (COVID-19) outbreak resulted in governments worldwide
imposing “lockdown,” “stay-at-home,” or “social distancing” policies and restrictions for
a prolonged period [1,2]. While these public health measures have slowed the spread of
COVID-19 infections, these measures have confined people to their homes and forced them
to adapt to a “new normal” way of life [2,3]. This “new normal” had a significant negative
impact on the physical and mental health of individuals around the globe, largely due
to the uncertainty of exposure to COVID-19 as well as stress and loneliness from social
isolation [4–9]. Under such circumstances, engaging in daily physical activity (PA) becomes
more important than ever as PA is known to help maintain good physical and mental
health [10–12]. However, lockdown and stay-at-home policies, coupled with the closure of
recreation facilities, city parks, and playgrounds, have made it challenging to engage in the
recommended PA levels [13,14].
Existing evidence suggests that regular PA is a cornerstone of health promotion and
disease prevention as well as beneficial for helping people cope with difficult times and
to fend off infections [10–16]. The World Health Organization (WHO) guidelines on PA
recommend that adults 18 to 65 years old participate in at least 150 min of moderate-
intensity, or 75 min of vigorous-intensity aerobic PA, or an equivalent combination of both
each week [11]. However, with individual daily routines shifting dramatically during the
COVID-19 pandemic (i.e., working from home, homeschooling, and avoiding unneces-
sary trips outside homes), along with the closure of fitness and health centers, gyms, and
outdoor recreation facilities, meeting the WHO PA recommendations has become challeng-
ing [17–21]. Several prior studies, conducted in single and multiple countries, documented
PA levels during the COVID-19 lockdown using self-reported measures or wearable activity
trackers; the findings showed significant reductions in PA levels and increased sedentary
behavior among adults during the COVID-19 lockdown [18–24]. Furthermore, although
creative solutions for being active at home or in other physically distanced settings dur-
ing lockdown have been promoted by governments, public health officials, and sport
managers [11,13,14], little information is available on how the COVID-19 lockdown and
associated restrictions have influenced PA engagement across countries and what strategies
individuals residing in different countries have used to remain physically active during
the lockdown period.
To address this gap in the literature, the present study described PA undertaken by
adults ≥18 years residing in 11 countries during COVID-19 lockdown, and examined
the factors associated with levels of PA engagement. Specifically, we investigated the
associations of country-level COVID-19 risk (i.e., increase in confirmed cases per million
people and governmental policy responses to COVID-19), mental health symptoms (i.e.,
depression and anxiety symptoms), and demographic factors with PA engagement, includ-
ing physical inactivity (i.e., insufficiently active), level of PA (low, moderate, or high), and
change in PA (decrease, increase, or no change) during the COVID-19 lockdown. Addition-
ally, among participants who reported engaging in PA during lockdown, we examined the
location and mode of their PA engagement. The findings of this study contribute to the
current literature on the potential impact of the COVID-19 lockdown on PA levels among
adults from a global perspective [16,25,26].
2. Materials and Methods
2.1. Study Design and Participants
We conducted a cross-sectional, multicountry survey study among a convenience
sample of adults ≥18 years old who resided in 1 of 11 countries: Brazil, Bulgaria, China,
India, Ireland, Malaysia, North Macedonia, Singapore, Spain, Turkey, and the United
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States (US). We established a collaborative research group that comprised 11 research
teams (one team from each country), ranging in size from three to five members, with
one designated leader per country. The US team developed the study protocol which was
followed and carried out by each team in their respective country. The US team was also
responsible for coordinating research activities between countries. To ensure the study
procedures were implemented consistently across the 11 countries, we used the same
valid and reliable instruments in all participating countries and limited the data collection
period to 30 days for each country from start to end date of active study enrollment, and
between 1 June to 31 August 2020. More details about the study design and procedures are
described elsewhere [27]. The study first received ethical approval from the Institutional
Review Board at Nationwide Children’s Hospital (in the US, ID = STUDY00001110). Each
of the 10 remaining country teams also received ethical approval from their respective
Institutional Review Board. By completing the survey, participants agreed to participate in
the study.
2.2. Survey Instrument
The US team developed the initial survey instrument in English, based on exist-
ing validated instruments [28–30] and published studies on the impact of COVID-19 on
PA [6,11,13,17]. The US team then sent the initial instrument, along with written instruc-
tions, to each participating team for expert review. The survey instrument underwent an
iterative review process from each team and was continually revised until all teams agreed
on the draft of the English version of the survey. The instrument in English was then pilot
tested in the participating countries (n = 131 valid returned surveys) and modified based
on testing results. Following pilot testing, team leaders provided additional feedback prior
to finalizing the English version of the survey instrument. The final survey instrument
included 73 questions, including skip-pattern questions. The seven countries that used
non-English versions of the survey had the final survey translated and back translated
by independent bilingual professionals to ensure accuracy before use. In total, we used
surveys in eight languages: Bulgarian, Simplified Chinese, English, Macedonian, Malay,
Brazilian Portuguese, Spanish, and Turkish [27].
2.3. Procedures
Team leaders from each country sent an invitation for this study, including the link to
an anonymous online survey (i.e., Qualtrics), to potential participants via email and/or
posted the study flyer on their personal and/or institution’s social media accounts (e.g.,
Facebook, Twitter, WeChat). The first page of the survey included the study eligibility
criteria (≥18 years old). After invited participants confirmed their eligibility, they were
directed to review additional information about the study before proceeding to the survey.
The survey took about 15 min to complete. Following completion of data collection, each
team downloaded their country’s survey data and securely sent data to the US team for
management and analysis [27]. We received 15,529 surveys from the 11 countries. Of
these 15,529 surveys, 1550 (10.0%) surveys were removed because 90% or more of the
data points were missing. An additional 2204 (14.2%) surveys were excluded, including
288 participants (1.9%) who rated their general health as either “poor” or “missing,” and
1916 participants (12.3%) who did not respond to any of the three questions asked about
their engagement in vigorous PA, moderate PA, or walking during the lockdown period.
The final sample for this study included 11,775 surveys.
2.4. Study Variables and Measures
PA was measured using the seven-item short form of the International Physical Activ-
ity Questionnaire (IPAQ). The IPAQ has been validated among individuals 15 to 69 years
old with established concurrent and criterion validity, in various languages, and has
a test–retest reliability of 0.80 or higher [29–32]. Participants were asked to report the
leisure time PA (e.g., recreation, exercise, or sport) that they had engaged in during lock-
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down. Specifically, participants were asked to report the frequency (measured in days
per week) and duration (time per day) for each of the three specific intensity levels: (1)
vigorous-intensity activities, (2) moderate-intensity activities, and (3) walking [29]. Par-
ticipants were instructed not to include activities related to their job, transportation, or
housework. To estimate total weekly metabolic equivalent of task (MET)-minutes, we
multiplied the total minutes of vigorous-intensity PA, moderate-intensity PA, and walking
per week with established corresponding average MET coefficients in IPAQ (8, 4, and 3.3,
respectively) [30,31]. We then classified the weekly PA level into four categories using the
combination of total days, minutes, and MET-minutes of PA per week based on the official
IPAQ short form guidelines: (1) none, (2) low-, (3) moderate-, or (4) high-level of PA [33].
We further classified participants who were in the none or low-level of PA category as
insufficiently active.
Change in PA during lockdown was assessed by asking participants to report changes in
their level of PA engagement during lockdown as compared to their level of PA before the
COVID-19 pandemic, with three response categories: increase, decrease, or no change. We
used a dichotomous variable (decrease vs. otherwise) in our regression models.
Location and mode of PA during lockdown was assessed among participants who reported
that they engaged in PA during lockdown, using five questions: (1) the location of their PA
(indoor vs. outdoor; home vs. public place), (2) with whom, if anyone, they engaged in PA,
(3) frequency of using online programs to assist their exercise, (4) frequency of using PA as a
coping strategy, and (5) frequency of encouraging others to engage in PA during lockdown.
Country-level COVID-19 risk was measured using two variables based on publicly
available data published by Our World in Data [34]. The first variable, increase in confirmed
cases per million people, was calculated for each participating country as the average
change in the cumulative number of confirmed COVID-19 cases per million people in a
country between the date the participating country reached its 100th case and August 31,
2020 (the last day of our study data collection) [27]. The second variable, governmental
policy responses to COVID-19, was determined for each country using the average daily
Government Stringency Index (GSI) score between the date the participating country
reached its 100th case and 31 August 2020 [27]. GSI is a daily composite score covering nine
policy areas (e.g., school closures, workplace closures, and travel bans), with a possible
score from 0 to 100 (0 = no policy response to 100 = the strictest policy response) [34]. Since
GSI scores were not available for North Macedonia, we used the average scores of its five
neighboring countries (Albania, Bulgaria, Greece, Kosovo, and Serbia) instead.
Anxiety and depression symptoms were measured using the valid Adult Patient-Reported
Outcomes Measurement Information System (PROMIS)® (PROMIS® Health Organization,
Evanston, IL, USA) Short Form v1.0–Anxiety 4a (Cronbach’s alpha of 0.93) and PROMIS®
Short Form v1.0–Depression 4a (Cronbach’s alpha of 0.95) in English and seven non-English
versions, all of which were provided by the PROMIS® Health Organization [28,35,36]. Each
scale included four questions on a five-point Likert-scale (range = 4 to 20), with higher
scores representing greater anxiety or depression symptoms. We asked participants to
respond to the questions based on their feelings and thoughts during their country’s
lockdown. For data analysis, we converted the original total raw scores to T-scores [28].
Demographic variables included sex, age group, highest level of education completed,
marital status, living with at least one person ≥65 years old during lockdown, having at
least one child in the household during lockdown, being required to go out of the home to
work during lockdown, and general health status before COVID-19.
2.5. Statistical Analysis
We examined the distributions of PA engagement, including PA level (low, moderate,
or high), being insufficiently active (yes vs. no), and change in PA (decrease, increase, or
no change) during lockdown by country using chi-square tests. We also described the
location and mode of PA engagement among individuals who reported that they engaged
in PA during lockdown. To examine factors associated with the proportions of participants
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being insufficiently active or reporting a decrease in their PA during lockdown, we used
Hierarchical Generalized Linear Models with dichotomous outcomes to estimate the odds
of being insufficiently active or odds of reporting a decrease in PA by country-level COVID-
19 risk, mental health symptoms, and demographic variables, using SAS PROC GLIMMIX
procedure. Our null models tested the outcome of being insufficiently active (or a reported
decrease in PA) as a dichotomous variable without fixed factors. Respondents were nested
to their respective countries as a random factor to estimate between country variations. We
used intralevel correlation coefficients (ICC) for this purpose. We then tested a full model
by including country-level COVID-19 risk, mental health symptoms, and demographic
variables as fixed factors. Akaike information criterion (AIC) and Bayesian information
criterion (BIC) were used to determine the model fit and improvement from the null
model to the full model [37]. We conducted data analyses between 1 December 2020, and
10 February 2021, using SAS version 9.4 (SAS Inst., Cary, NC, USA). We set the significance
level at α = 0.05.
3. Results
3.1. Characteristics of Study Participants
Of the 11,775 participants included, 63.7% were female (n = 7498,), 52.8% were 18–
34 years old (n = 6100), 62.9% had a bachelor’s degree or higher (n = 7392), and 49.1% were
single (n = 5783) (Table 1). China had the greatest number of participants (n = 1952, 16.6%)
followed by Brazil (n = 1432, 12.2%) and Turkey (n = 1360, 11.6%). The overall mean scores
(standard deviation (SD)) of anxiety and depression symptoms were 56.4 (9.7), and 52.2
(9.7), respectively.
Table 1. Demographic characteristics and mental health symptoms of participants from the 11 partic-






























High school degree or lower 2679 (22.8)
Associate degree 1681 (14.3)
Bachelor’s degree 4281 (36.4)
Graduate degree 3111 (26.5)
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Table 1. Cont.
Characteristic N (%)
General health before COVID-19
Excellent 2927 (24.9)
Very Good 5083 (43.2)
Good 3144 (26.7)
Fair 621 (5.3)













Mental health symptoms during lockdown
(mean, standard deviation)
Anxiety score 56.4 (9.7)
Depression score 52.2 (9.7)
3.2. PA during Lockdown
More than 40% of participants (n = 5169, 43.9%) were insufficiently active during
lockdown; this included 23.6% of participants (n = 2780) who reported engagement in
no PA and 20.3% of participants (n = 2389) who reported a low level of PA (Table 2).
Approximately one-third of participants (n = 3814) engaged in a high level of PA during
lockdown, while about one-quarter of participants (n = 2792) engaged in a moderate level of
PA. More than 40% of participants (n = 5273, 44.8%) reported a decrease in their PA during
lockdown, while about one in five participants (n = 2522, 21.4%) reported an increase in
their PA during lockdown. Participants engaging in low PA level during lockdown were
more likely to report that their PA decreased from pre-COVID-19 to lockdown, whereas
participants who engaged in a high level of PA during lockdown were most likely to report
an increase in their PA from pre-COVID-19 to lockdown (p < 0.0001) (Figure 1).
Figure 1. Change in PA by current level of PA engagement (n = 11,775). Note: The denominators of
this figure are current level of PA engagement. A chi square test was conducted to test the association
between current level of PA engagement and the change in PA, with X2 = 1848.6 and p < 0.0001.
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Table 2. Country-level COVID-19 risk factors and physical activity undertaken during lockdown, by 11 participating countries (n = 11,775).




Policy Response aYes No None Low Moderate High Increase NoChange Decrease
n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) Per millionpopulation
Standardized
score
Brazil 834 (58.2) 598 (41.8) 481 (33.6) 353 (24.7) 270 (18.9) 328 (22.9) 239 (16.7) 343 (24.0) 800 (55.9) 106.3 75.6
Bulgaria 197 (21.1) 736 (78.9) 83 (8.9) 114 (12.2) 290 (31.1) 446 (47.8) 75 (8.0) 448 (48.0) 400 (42.9) 14.0 51.7
China 1064 (54.5) 888 (45.5) 618 (31.7) 446 (22.9) 405 (20.8) 483 (24.7) 329 (16.9) 844 (43.2) 779 (39.9) 0.3 73.3
India 435 (51.3) 413 (48.7) 362 (42.7) 73 (8.6) 178 (21.0) 235 (27.7) 172 (20.3) 265 (31.3) 348 (41.0) 15.7 82.9
Ireland 233 (25.1) 697 (75.0) 92 (9.9) 141 (15.2) 274 (29.5 423 (45.5) 336 (36.1) 238 (25.6) 314 (33.8) 34.2 67.6
Malaysia 423 (55.2) 343 (44.8) 265 (34.6) 158 (20.6) 123 (16.1) 220 (28.7) 129 (16.8) 258 (33.7) 379 (49.5) 1.6 61.6
North
Macedonia 240 (29.9) 564 (70.2) 99 (12.3) 141 (17.5) 163 (20.3) 401 (49.9) 152 (18.9) 326 (40.6) 324 (40.3) 40.8 65.5
Singapore 342 (42.8) 458 (57.3) 140 (17.5) 202 (25.3) 188 (23.5) 270 (33.8) 241 (30.1) 352 (44.0) 207 (25.9) 52.9 60.5
Spain 411 (42.7) 551 (57.3) 213 (22.1) 198 (20.6) 252 (26.2) 299 (31.1) 198 (20.6) 202 (21.0) 524 (54.5) 54.4 65.3
Turkey 604 (44.4) 756 (55.6) 289 (21.3) 315 (23.2) 342 (25.2) 414 (30.4) 206 (15.2) 350 (25.7) 804 (59.1) 19.1 64.2
United States 386 (39.1) 602 (60.9) 138 (14.0) 248 (25.1) 307 (31.1) 295 (29.9) 222 (22.5) 328 (33.2) 394 (39.9) 100.1 66.8
Overall 5169 (43.9) † 6606 (56.1) 2780 (23.6) 2389 (20.3) 2792 (23.7) 3814 (32.4) † 2522 (21.4) 3175 (27.0) 5273 (44.8) † 39.4 67.7 §
† Chi-square tests were conducted for the associations between country and insufficiently active, (X2 = 270.8, p < 0.0001), level of physical activity (X2 = 356.21, p < 0.0001), and change in physical activity
(X2 = 675.02, p < 0.0001). § Pearson correlation coefficient was calculated between insufficiently active and an increase in confirmed cases (r = −0.017, p = 0.065), and governmental policy responses (r = −0.157,
p < 0.0001). a Data were based on Our World in Data. [34]
Int. J. Environ. Res. Public Health 2021, 18, 7056 8 of 16
3.3. PA during Lockdown by Country
Significant differences were observed in (1) proportions of participants who were
insufficiently active (p < 0.0001), (2) level of PA (p < 0.0001), and (3) decreased PA (p < 0.0001)
across countries (Table 2). More than half of participants in four of the 11 participating
countries were insufficiently active during lockdown (Table 2), including participants
residing in Brazil (58.2%), Malaysia (55.2%), China (54.4%), and India (51.3%). The highest
average GSI scores were observed in three of these four countries, with scores of 82.9
for India, 75.6 for Brazil, and 73.3 for China. The highest and lowest rate of confirmed
COVID-19 cases per million population during the study period were also observed in
these four countries, with Brazil having the highest rate (106.3 per million people) and
China having the lowest rate (0.3 per million people).
Bulgaria had the lowest proportion of participants who were insufficiently active
(21.1%) during lockdown, followed by Ireland (25.0%) and North Macedonia (29.8%).
Bulgaria also had the lowest average GSI score (51.7), and a relatively low rate of confirmed
COVID-19 cases (14.0 per million population) compared to other participating countries.
Forty percent or more of participants in nine countries (excluding Ireland and Sin-
gapore) reported a decrease in PA during lockdown, ranging from 39.9% of participants
residing in China or the US to 59.1% of participants residing in Turkey. Participants residing
in Ireland (36.1%) and Singapore (30.1%) reported the highest proportions of an increased
PA level engagement during lockdown.
3.4. Location and Mode of PA during Lockdown
Among the 8995 participants who reported engaging in PA during lockdown, 61.4%
(n = 5523) reported engaging in PA at home, with 38.5% (n = 3459) of participants engaging
in PA at home indoor only (Figure 2). Of the 8995 participants who engaged in PA
during lockdown, 55.7% engaged in outdoor PA either at home or at other public places,
60.5% engaged in PA by themselves, 63.8% used online programs, 46.0% often or always
encouraged others to participate in PA, and 71.9% reported that they used PA to cope with
COVID-19 (Figure 3).
Figure 2. Location of PA among participants who reported engaging in PA during lockdown
(n = 8995).
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Figure 3. Mode of PA among participants who reported engaging in PA during lockdown (n = 8995):
(a) with whom PA was engaged, (b) frequency of using online programs, (c) frequency of using PA
as a coping strategy, and (d) frequency of encouraging others to engage in PA.
3.5. Factors Associated with PA Engagement during Lockdown
More stringent governmental policy responses were associated with greater odds of
being insufficiently active during lockdown after adjusting for participants’ demographic
characteristics and mental health symptoms (Table 3). Every five unit increase in the
policy response index score was associated with a 22% increase in the odds of being
insufficiently active during lockdown (adjusted odds ratio (AOR) = 1.22, 95% confidence
interval (CI) = 1.03, 1.45). However, no associations were observed between country-level
COVID-19 risk and a decrease in level of PA engagement during lockdown.
Higher mean depression symptom scores (i.e., every 10-unit increase) were associated
with greater odds of being insufficiently active (AOR = 1.44, 95% CI = 1.07, 1.22) and
decreased PA level (AOR = 1.15, 95% CI = 1.08, 1.22) during lockdown. Higher mean anxiety
scores (i.e., every 10-unit increase) were associated with greater odds of decreased PA level
(AOR = 1.18, 95% CI = 1.11, 1.26) during lockdown, but not with being insufficiently active
during lockdown.
Participants who were female (AOR = 1.30, 95% CI = 1.19, 1.41), ≥65 years old
(AOR = 1.50, 95% CI = 1.18, 1.91), married (AOR = 1.15, 95% CI = 1.02, 1.31), had at least
1 child in the household during lockdown (AOR = 1.17, 95% CI = 1.05, 1.31), or had to go out
of the home to work full-time (AOR = 1.16, 95% CI = 1.04, 1.30) had greater odds of being
insufficiently active during lockdown compared to their respective counterparts (Table 3).
Participants who had a bachelor’s degree or higher education or who reported very good
to excellent general health prior to COVID-19 had lower odds of being insufficiently active
during lockdown than individuals who had a high school degree or lower education or
who reported fair general health prior to COVID-19.
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Table 3. Factors associated with physical activity during lockdown.
Factors Insufficiently Active Decrease in PhysicalActivity
OR (95% CI) OR (95% CI)
Country-level COVID-19 risk 10-unit change of confirmed cases 0.97 (0.90, 1.05) 0.98 (0.92, 1.04)
5-unit change of policy response score 1.22 (1.03, 1.45) 1.01 (0.88, 1.15)
Mental health symptoms during
lockdown
10-unit change of anxiety score 0.98 (0.92, 1.05) 1.18 (1.11, 1.26)
10-unit change of depression score 1.44 (1.07, 1.22) 1.15 (1.08, 1.22)
Sex a




25–34 1.15 (1.01, 1.30) 1.06 (0.93, 1.20)
35–44 1.16 (0.99, 1.36) 1.19 (1.03, 1.39)
45–54 1.09 (0.92, 1.29) 1.24 (1.05, 1.46)
55–64 0.98 (0.81, 1.18) 1.37 (1.14, 1.64)
65 years or older 1.50 (1.18, 1.91) 1.10 (0.87, 1.40)
Marital status a
Married 1.15 (1.02, 1.31) 0.98 (0.87, 1.11)
Single Reference Reference
Education level
High school degree or lower Reference Reference
Associate degree 1.01 (0.88, 1.15) 1.06 (0.93, 1.21)
Bachelor’s degree 0.79 (0.71, 0.88) 1.20(1.08, 1.33)
Graduate degree 0.79 (0.70, 0.89) 1.30(1.16, 1.47)
General health before COVID-19
Excellent 0.34 (0.28, 0.41) 1.00 (0.83, 1.20)
Very Good 0.47 (0.39, 0.56) 1.18 (0.99, 1.40)
Good 0.72 (0.59, 0.86) 1.17 (0.97, 1.40)
Fair Reference Reference
Living with person(s) ≥65 years
old during lockdown
Yes 0.96 (0.86, 1.06) 0.93 (0.84, 1.03)
No Reference Reference
Having a child in the household
during lockdown
Yes 1.17 (1.05, 1.31) 0.89 (0.80, 0.99)
No Reference Reference
Required to go out of the home to
work during lockdown
Full-time 1.16 (1.04, 1.30) 0.91 (0.81, 1.01)
Part-time 1.03 (0.93, 1.14) 1.00 (0.90, 1.11)
No Reference Reference
ICC (null model) b 0.075 0.045
AIC (full model) b 14,798.77 15,369.79
BIC (full model) b 14,808.72 15,379.73
Note: Results were based on two separate hierarchical generalized linear models with a dichotomous outcome variable that assessed the
factors associated with the outcomes of (1) insufficiently active, and (2) a decrease in physical activity during lockdown. Abbreviations:
ICC: intralevel correlation coefficient; AIC: Akaike information criterion; BIC: Bayesian information criterion; CI: confidence intervals.
a Estimates for participants that reported “Other” on variables of sex and marital status were not listed. b Results from null model tests
were not listed, except for the ICC from null models. Null models were conducted without fixed factors but a random intercept of the
country variable. For insufficiently active outcome, null model n = 11,746, ICC Country = 0.075, AIC = 15,473.24, and BIC = 15,474.04; for
decrease in PA engagement outcome, null model n = 11,746, ICC Country = 0.045, AIC = 15,773.85, and BIC = 15,774.65.
Participants 35–64 years old, or who had a bachelor’s degree or higher education, had
greater odds of decreased PA engagement during lockdown than participants 18-24 years
old or who had a high school degree or lower education. Participants who had at least one
child in the household during lockdown had lower odds of decreased PA during lockdown
(Table 3).
4. Discussion
This study described PA engagement levels among adults residing in 11 countries
during the COVID-19 lockdown and examined the associations of country-level COVID-19
risk, mental health symptoms, and demographic factors with PA. The main findings show
that more than 40% of participants were insufficiently active and/or reported decreased
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PA during lockdown relative to pre-COVID-19. We also observed significant differences in
PA levels during lockdown across countries, with participants residing in countries with
more stringent lockdown policies having a greater likelihood of being insufficiently active.
Furthermore, higher depression or anxiety symptom scores were associated with a greater
likelihood of decreased PA. Greater depression symptoms were also associated with an
increased likelihood of being insufficiently active during lockdown. Our findings add to
existing literature on the potential impact of COVID-19 lockdown on reduced PA [18–24],
suggesting that PA levels during lockdown may have been influenced by the stringency of
governmental policy responses as well as participants’ mental health symptoms, although
the directionality of these associations cannot be determined in our cross-sectional study.
Given the health risks associated with physical inactivity, our findings have important
implications for the development and implementation of PA promotion programs during
public health emergencies when lockdown is initiated [25,26,38,39].
Although the WHO encouraged engagement in PA during lockdown [11,13,14], vari-
ous barriers to do so existed, including concerns of contracting the virus in outdoor and
indoor environments [4,5] the timing, length, and stringency of governmental restric-
tions [6,9,39–42], and confusing or inconsistent public health messages [43]. Our results
revealed that the proportion of insufficient PA during lockdown in the 11 participating
countries ranged from 21.1% in Bulgaria to 58.2% in Brazil. Seven of the 11 countries in our
study showed a higher prevalence of insufficient PA during the COVID-19 than that of the
2016 worldwide trends in PA levels reported by Guthold et al. [44]. Additionally, we also
found that participants from countries with more stringent governmental responses had
greater proportions of physical inactivity during lockdown. Specifically, more than half of
participants residing in Brazil, Malaysia, China, and India were insufficiently active during
lockdown, with three out of these four countries having the highest average governmental
policy response score among the 11 countries included in this study. These results, in line
with others [18–23], suggest that COVID-19 lockdown and associated restrictions substan-
tially reduced people’s opportunities to engage in PA by limiting access to usual places
to be physically active, such as fitness and health centers, gyms, and outdoor recreation
facilities [18–21,24]. However, our findings are not in agreement with some other studies
that found increased PA levels during lockdown [45,46]. WHO has recommended 150 min
of moderate-intensity or 75 min of vigorous-intensity PA per week, or a combination of
both during lockdown. Given the rise in mental health symptoms during lockdown and sig-
nificant mental and physical health benefits of PA [12–16], maintaining these recommended
levels of PA during this period is even more important than usual [11,47].
Consistent with prior studies [18–23], we found that 45% of participants reported a
decreased PA level during COVID-19 lockdown relative to pre-COVID-19. Interestingly,
our findings revealed that participants engaging in low PA level during lockdown were
more likely to report reductions in PA level from pre-COVID to lockdown. However, Meyer
et al. [19] found that US adults reporting being active before the pandemic experienced sig-
nificant PA level reductions during the pandemic. Castañeda-Babarro et al. [18] found that
individuals engaging in the most vigorous PA pre-COVID showed the greatest reductions
in vigorous activity time during lockdown. Although our study did not collect pre-COVID
PA data, our results could have been due to similar trends. A possibility is that some of our
participants who had engaged in high PA levels pre-COVID may have decreased their PA
and engaged in a low PA level during lockdown as the result of the closure of recreational
facilities or the lack of access to adequate spaces at home [25,26,40,47]. Another possibility
is that people who were already highly intrinsically motivated to be active continued to
do so creatively during the lockdown (e.g., online fitness classes, home-based physical
activities) while individuals with low motivation were more influenced by extrinsic lim-
itations [11,26,48]. Future PA promotion programs should include strategies to increase
intrinsic motivation and autonomy to engage in PA during difficult times [26,48].
The relationship between mental health and PA is bidirectional [49]. While anxi-
ety and depression may lead to decreased PA, regular PA improves mental health by
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reducing anxiety and depression [14–16]. Most existing studies examining the impacts of
COVID-19 public health measures have focused primarily on the effects of PA on mental
health symptoms [17,19,24,25,47] with few studies investigating the influence of mental
health symptoms on PA engagement. While our cross-sectional study cannot determine
the direction of the relationship, we found that higher depression and anxiety scores
during lockdown were associated with decreased PA engagement. These findings sup-
port the findings of other studies demonstrating an inverse association between mental
health symptoms and pandemic PA behaviors [19,21–25,50]. PA promotion programs
should consider screening individuals for mental health problems and tailor a PA program
accordingly [26,40]. Conversely, engaging in PA promotes physical and mental health
and supports social connectedness and stress management, which may help individuals
cope with difficulties experienced during stressful situations such as the COVID-19 pan-
demic [11–13]. Our results show more than 70% of participants reported using PA to cope
with the COVID-19 lockdown. These findings, in line with WHO PA recommendations,
highlight the importance of developing country-specific health communication and social
marketing campaigns that promote the mental health benefits of PA [51,52] and utility
of PA as a coping strategy to mitigate the psychological burden and negative emotions
associated with the disease outbreak and lockdown measures [18,47,50].
Among participants in this study who reported engaging in PA during lockdown,
more than 60% engaged in PA at home, nearly 40% doing so exclusively indoors, and
more than 60% did so by themselves. Many participants report using online PA programs.
These results are similar to the results of other studies showing that during COVID-19
lockdown, people engaged in easily practiced, home-based activities that did not require
large spaces or equipment, such as aerobic exercise using stationary bikes, dance-based
exercise (e.g., Zumba dancing, audio–visual-directed gymnastics), bodyweight strength
training (e.g., push-ups, sit-ups), or yoga [11,13,26]. Many alternatives to traditional
PA activities were also developed and implemented during the COVID-19 pandemic,
including online programs that aimed to help people remain active while avoiding the risk
of COVID-19 infection [13,14,38]. These online PA programs may increase PA accessibility
and therefore should be promoted after the COVID-19 pandemic [21,40,53]. Such online PA
programs should provide the groundwork for future PA initiatives and be disseminated
via the internet and social media platforms [38]. In this regard, there is a need to develop
online programs that are consistent with the United Nations Sustainable Development
Goal 3 (Health and Well-Being) and Goal 11 (Sustainable Cities and Communities) [54,55].
In the last decade, the “smart city” concept has evolved and is conceptualized as having
dimensions of smart technology, smart health, and smart institutions all working together
to improve well-being to maintain quality of life [56–58]. In the future, and in times of
global health crisis, smart cities that utilize technology with online PA programs must be in
place in order to maintain health and well-being. The results of this study do support the
need for country-specific PA interventions that are home-based and/or online to promote
PA during global health emergencies.
Limitations
There are several strengths of the present study, including the inclusion of 11 partic-
ipating countries, a large sample size, a well-designed and implemented study protocol
and measures, and examination of country-level COVID-19 factors for PA engagement.
However, this study has several limitations that warrant attention. The results of this
study should be interpreted with caution given the identified limitations of this study.
First, we collected data retrospectively using self-reported measures, therefore, our find-
ings on participants’ mental health status and PA levels were subject to recall and social
desirability bias. However, it is important to recognize that the COVID-19 lockdown is
an unprecedented event; people often remember their experiences, including how they
felt and behaviors they engaged in, during significant life events such as the COVID-19
lockdown. Second, our data were cross-sectional so causality cannot be inferred. Third,
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our data were not representative of the base population in each of the 11 countries due
to the use of convenience sampling; our sample included more females and younger age
groups than the base population from the 11 counties. This study was also limited by
the timing of data collection, with each country being in a different stage of lockdown
during data collection. Thus, the results of this study may not be generalizable to other
populations within or across countries; results should be interpreted within the context of
these identified limitations. Fourth, we used a conservative approach for individuals with
unit nonresponses to the PA questions by excluding them from analyses; thus, our results
may have underestimated the number of individuals who were insufficiently active during
lockdown. Finally, future prospective, longitudinal research is needed to corroborate our
findings regarding changes in PA over time and to assess the impact of changes in social
restrictions on PA levels.
5. Conclusions
The COVID-19 pandemic lockdown had a negative impact on population PA behav-
iors, leading to significant reductions in PA. >Our results indicate that more than 40% of
participants were not sufficiently active and/or reported decreased PA during lockdown.
Participants from countries with more stringent governmental policies were more likely to
be insufficiently active compared to participants from countries with less stringent govern-
mental responses. These results suggest that governmental policy responses to COVID-19
posed barriers to continuing PA. These findings emphasize the need for country-specific
PA promotion interventions and suggest that governments with more stringent restrictions
need to consider additional supports to promote PA engagement among their residents.
These interventions should utilize creative approaches (e.g., home-based exercise, online
programs) and evidence-based strategies to increase PA engagement. Public health cam-
paigns are needed to promote PA during this and other similar global emergencies. Future
research is needed on this topic, including population-based, multicountry longitudinal
studies to corroborate our study findings.
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